An 84-year-old male presented with a 6-month history of progressive swelling of the distal left lower limb. Notable history included bilateral popliteal artery bypasses performed many years previously for popliteal aneurysmal disease. Peripheral vascular examination revealed strong femoral pulses but absent popliteal, dorsalis pedis and posterior tibial pulses bilaterally. As well as features of chronic arterial insufficiency, a left-sided popliteal fossa mass was noted along with venous congestion and pitting oedema to the mid-thigh.
excised and proximal SFA was controlled via a distal thigh incision. Intraoperative findings revealed a giant 25 × 15 × 15-cm aneurysmal sac, which was decompressed and explored with ligation of two inflow vessels using 3.0 Prolene. Absence of flow was initially noted in the anterior tibial and tibial-peroneal trunk; however, this was spontaneously restored with strong biphasic flow noted on intraoperative Doppler assessment. Given the unexpected patency of the original bypass graft following decompression, no further intervention was deemed necessary, and the wound was closed with vacuum drains left in the approximated cavity. No immediate or early postoperative complications were noted.
Popliteal artery aneurysms account for 70% of peripheral aneurysms, and have a notable association with abdominal aortic aneurysms in around 30% of cases. 1 Although no definitive pathophysiological process is attributed to aneurysm formation, important aetiological factors may include atherosclerosis, genetic predisposition and haemodynamic stress. 2 Current suggested management includes open surgical ligation and popliteal bypass; however, this remains under contention. 3, 4 This case highlights how ligation and bypass does not reliably abolish collateral circulation, which can lead to future sac expansion and rupture as well as the need for operator dynamism during vascular surgery.
